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Thoracoabdominal and descending thoracic aortic
aneurysm surgery in patients aged 79 years or
older
Tam T. T. Huynh, MD, Charles C. Miller III, PhD, Anthony L. Estrera, MD, Eyal E. Porat, MD, and
Hazim J. Safi, MD, Houston, Tex
Objective: Advanced age has been reported as a predictor of increased morbidity and mortality in patients who undergo
major cardiovascular reconstructive surgery. In this study, we evaluated the outcome of patients aged 79 years or older
after thoracoabdominal and descending thoracic aortic aneurysm repair.
Methods: From February 1991 to May 2001, 854 patients underwent operation for thoracoabdominal or descending
thoracic aortic aneurysm. Fifty-six patients were between the ages of 79 and 88 years at the time of surgery, and these
patients were included in this study. Risk factors were analyzed for their impact on mortality and morbidity in these
elderly patients with univariate analysis.
Results: In patients at low risk, the 30-day mortality rate was 7/42 (17%), compared with 7/14 (50%) in patients at high
risk with emergency presentation, congestive heart failure, or diabetes (P < .03). Four patients (7%; 4/56) had neurologic
deficits develop. No single preoperative risk factor was significantly associated with increased mortality or neurologic
deficits.
Conclusion: Thoracoabdominal and descending thoracic aortic aneurysm repair in elderly patients can be undertaken with
acceptable mortality and morbidity, provided that patients are selected appropriately. (J Vasc Surg 2002;36:469-75.)
Improvements in surgical, anesthetic, and perioperative
management have been conducive to the favorable out-
come of elderly patients who undergo major cardiovascular
reconstructive surgery, such as coronary artery bypass, aor-
tic valve replacement, carotid endarterectomy, or abdomi-
nal aortic aneurysm repair.1-8 However, surgical repair of
thoracoabdominal aortic aneurysm in elderly patients is not
yet universally recommended because of a perceived high
operative mortality rate and the dreaded risk of paraplegia.
Several studies of the natural history of thoracoabdominal
and descending thoracic aortic aneurysm have shown that
most untreated patients will die from aneurysm rupture and
that the rate of rupture increases with advancing age.9-12
The average human life expectancy continues to increase in
developed countries. By the year 2030, approximately 35
million people in the United States are projected to be 65
years of age or older, of which one in four may be older than
age 80 years.13 The purpose of this study was to determine
the mortality and morbidity of patients aged 79 years or
older after repair of thoracoabdominal and descending
thoracic aortic aneurysm and to evaluate the risk factors
that may affect their survival or neurologic outcome.
MATERIALS AND METHODS
Patients. From February 1991 to May 2001, 854
patients underwent graft repair of thoracoabdominal or
descending thoracic aortic aneurysm. Fifty-six consecutive
patients were between the ages of 79 and 88 years (median,
83 years) at the time of surgery, and they form the basis for
this study. Twenty-four (43%) were women, and 32 (57%)
were men. The distribution of patients according to the
classification of thoracoabdominal aortic aneurysms is
shown in Fig 1. Preoperative history of hypertension was
present in 34 patients (61%). Thirteen patients (23%) had
chronic obstructive pulmonary disease including a history
of chronic bronchitis or emphysema or less than 60% of
predicted forced expired volume in 1 second. Thirteen
patients (23%) had coronary artery disease, with eight
(14%) having had coronary artery bypass or percutaneous
intervention. Three patients (5%) had a history of conges-
tive heart failure. Cerebrovascular disease, referred to as any
history of stroke, transient ischemic attack, or intervention
for carotid artery disease, was present in 11patients (20%).
Five patients (9%) had diabetes. Chronic renal insufficiency,
defined as a serum creatinine level of greater than 2.0
mg/dL or the need for dialysis, was present in three pa-
tients (5%). After surgery, a neurologic deficit was defined
as paraplegia or paraparesis regardless of severity. Pulmo-
nary complication referred to any event leading to mechan-
ical ventilation of the patient for greater than 72 hours.
Cardiac complications included myocardial infarction, ar-
rhythmia, and cardiac arrest. A cerebrovascular accident
was defined as a central neurologic event from either isch-
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emia or hemorrhage. Postoperative renal failure was de-
fined as a rise in serum creatinine level of 1 mg/dL per day
for 2 consecutive days after surgery or a requirement for
dialysis. The length of stay was measured in days after
surgery at the acute care hospital. Patients who declined or
refused surgery were excluded from this study.
Operative technique. Our surgical approach for re-
pair of thoracoabdominal and descending thoracic aneu-
rysm has been described in detail previously.14-16 In brief,
after induction of general anesthesia, the patient was intu-
bated with a double lumen endotracheal tube for selective
right lung ventilation. A left thoracoabdominal incision was
made, tailored to the extent of the aneurysm, and the chest
cavity was entered through the sixth intercostal space. The
abdominal viscera were mobilized medially to expose the
left retroperitoneum. For the proximal anastomosis, the
aorta was completely transected and separated from the
esophagus. A woven Dacron tube graft was used to replace
the aneurysm. The graft was sutured to the proximal end of
the descending thoracic aorta. All patent lower intercostal
arteries (eighth to 12th) were reattached as a patch. The
celiac axis, superior mesenteric, and both renal arteries were
reimplanted as a visceral patch or singly with a separate
woven Dacron tube graft (10 to 12 mm), depending on the
proximity of the vessels to one another. The distal end of
the graft then was sutured to the distal end of the infrarenal
aorta. Adjuncts consisted of distal aortic perfusion and
cerebrospinal fluid (CSF) drainage. For distal aortic perfu-
sion, the left atrium was cannulated through the left inferior
pulmonary vein or atrial appendage. A BioMedicus pump
(Minneapolis, Minn) with an inline heat exchanger was
attached to this cannula. The arterial inflow was established
through a cannula placed in the left common femoral
artery. To minimize ischemic time to the spinal cord and
viscera, sequential cross-clamping technique was used
whenever feasible. A lumbar drain was inserted between the
third and fourth lumbar space before surgery. CSF pressure
was kept below 10 mm Hg throughout surgery and for 3
days afterward with intermittent gravity drainage of CSF.
Contraindications to CSF drainage were ruptured aneu-
rysms with hemodynamic instability, systemic infection, or
coagulopathy.
Statistical analysis. Data were collected prospectively
and entered into a customized Microsoft Access database
(Microsoft, Inc, Redmond, Wash) and then exported to
SAS version 8.0 (SAS Institute, Inc, Cary, NC) for analysis.
Univariate discrete data analysis was conducted with con-
tingency table, with common odds ratios and P values
computed with Fisher exact test. Continuous data were
divided into quartiles and analyzed with contingency table
and were also analyzed with univariate logistic regression
analysis in their native continuous format. Odds ratios
associated with continuous data are logistic regression odds
ratios that correspond to a 1-unit change in the variable
value. Multivariable analyses were not conducted because
of the small sample size and the relatively small number of
events. The null hypothesis was rejected at a nominal  of
less than 0.05.
RESULTS
Patients at high risk were defined with univariate anal-
ysis as those with at least one of three factors: emergent
presentation, a history of diabetes, or congestive heart
failure. The 30-day mortality rate in patients at low risk was
7/42 (17%), compared with 7/14 (50%) in patients at high
risk (P  .03; Table I). Other patient characteristics, in-
cluding age, gender, extent of aneurysm, total aortic cross-
clamptime, and the use of adjuncts, did not significantly
influence the 30-day mortality rate (Table I). Similarly, the
preoperative history of coronary artery disease, chronic
obstructive pulmonary disease, chronic renal insufficiency,
and cerebrovascular disease did not significantly affect the
30-day mortality rate (data not shown). The causes of death
are listed in Table II.
Postoperative neurologic deficits occurred in four of 56
patients (7%). Three patients died within 24 hours of
admission before neurologic status could be assessed.
However, no significant association was found between the
Fig 1. Distribution of patients aged 79 years or older with thoracoabdominal and descending thoracic aortic aneurysm
(DTA) according to aneurysm classification.
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patient characteristics analyzed and the occurrence of neu-
rologic deficits, including the use of adjuncts and the total
aortic cross-clamp time(Table III). Fourteen patients had
prolonged mechanical ventilation that necessitated trache-
ostomy (25%). Eight patients sustained cardiac complica-
tions (14%). The incidence rate of postoperative renal
failure was 17/56 (30%), with 12 of 56 patients (21%)
needing dialysis. Stroke occurred in five of 56 patients (9%).
No preoperative predictors of postoperative pulmonary
failure, renal failure, or stroke were found with univariate
analysis. Overall, 32 of 56 patients (57%) recovered from
thoracoabdominal and descending thoracic aortic aneu-
Table I. Univariate analysis of risk factors for 30-day mortality in patients aged 79 years or older after
thoracoabdominal aortic aneurysm repair
Variable No. patients
No. 30-day
deaths Odds ratio* 95% CI† P value‡
All patients 56 (100%) 14 (25.0%)
Age (y)
79-80 14 (25.0%) 4 (28.6%) 0.85 0.62-1.17 .32
81-82 14 (25.0%) 5 (35.7%) (.05)
83-84 14 (25.0%) 2 (14.3%)
85-88 14 (25.0%) 3 (21.4%)
Female 24 (42.9%) 4 (16.7%) 0.44 0.12-1.62 .35
Male 32 (57.1%) 10 (31.3%) 1
Emergency 8 (12.5%) 4 (50.0%) 3.80 0.81-17.92 .10
Otherwise 48 (87.5%) 10 (20.8%) 1
CHF 3 (5.4%) 2 (66.7%) 6.83 0.57-82.02 .15
Otherwise 53 (94.6%) 12 (22.6%) 1
Diabetes 5 (8.9%) 2 (40.0%) 2.17 0.32-14.52 .59
Otherwise 51 (91.1%) 12 (23.5%) 1
TAAAI 14 (25.0%) 2 (14.3%) 0.42 0.08-2.15 .48
Otherwise 42 (75.0%) 12 (28.6%) 1
TAAAII 8 (14.3%) 2 (25.0%) 1.0 0.18-5.63 1.0
Otherwise 48 (85.7%) 12 (25.0%) 1
TAAAIII 5 (8.9%) 3 (60.0%) 5.46 0.81-36.82 .10
Otherwise 51 (91.1%) 11 (21.6%) 1
TAAAIV 7 (12.5%) 2 (28.6%) 1.23 0.21-7.20 1.0
Otherwise 49 (87.5%) 12 (24.5%) 1
TAAAV 6 (10.7%) 1 (16.7%) 0.57 0.06-5.34 1.0
Otherwise 50 (89.3%) 13 (26.0%) 1
Descending 16 (28.5%) 4 (25.0%) 1.00 0.26-3.82 1.0
Otherwise 40 (71.5%) 10 (25.0%) 1
Clamp time (min)
19-25 14 (25.0%) 4 (28.6%) 0.98 0.93-1.03 .18
26-35 14 (25.0%) 6 (42.9%) (.38)
36-46 14 (25.0%) 1 (7.1%)
47-71 14 (25.0%) 3 (31.4%)
Adjunct§ 33 (58.9%) 7 (21.2%) 0.62 0.18-2.09 .54
Otherwise 23 (41.1%) 7 (30.4%) 1
High risk 14 (25.0%) 7 (50.0%) 5.00 1.33-18.81 .03
Otherwise 42 (75.0%) 7 (16.7%) 1
Odds ratio computed with logit method with zero-cell correction.
Thoracoabdominal aortic aneurysm classification is shown in Fig 1.
*For dichotomous variables, odds ratio represents test against reference category whose referent odds ratio is equal to 1. For continuous data, odds ratio refers
to increase in odds associated with 1-unit increase in variable value. Although continuous data are presented in quartiles, odds ratios are against continuous
variable.
†95% CI reflects units against which its companion odds ratio is computed. CIs are test based.
‡P  probability of type I statistical error (common P value). Values without parentheses are Pearson 2 probabilities. Probability values in parentheses are
univariate logistic regression likelihood ratio P values.
§Adjunct refers to combined use of distal aortic perfusion and CSF drainage.
Patients at high risk had at least one of three factors including emergency presentation, diabetes, and congestive heart failure.
CHF, Congestive heart failure; TAAA, thoracoabdominal aortic aneurysm.
Table II. Causes of 30-day mortality in patients aged 79
years or older after thoracoabdominal aortic aneurysm
repair
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rysm surgery without neurologic deficits, tracheostomy, or
dialysis. In surviving patients, the median length of stay was
16 days, ranging from 0 days (3 patients died on the day of
admission) to 273 days. The mean 5-year actuarial survival
rate was 48% (Fig 2).
DISCUSSION
Contemporary repair of thoracoabdominal aortic aneu-
rysm remains a formidable task, with significant but accept-
able surgical mortality and morbidity rates. Reported mor-
tality rates from large series currently range from 9% to
15%.15,17-19 The risk of paraplegia, a dreaded complication
after repair of thoracoabdominal aortic aneurysm, is still a
major concern, with an occurrence rate of approximately
2% to 30%.15,17-19 The most common cause of death in
untreated patients with thoracoabdominal aortic aneurysm
is known to be rupture.9-12,20,21 Surgical treatment is
therefore indicated for patients with thoracoabdominal and
descending thoracic aortic aneurysm to improve long-term
survival.9-12,20,21 However, repair of thoracoabdominal
and descending thoracic aortic aneurysm in the elderly
patient must be weighed against the perceived higher op-
erative risks and shorter life expectancy. In this study, we
showed that repair of thoracoabdominal and descending
thoracic aortic aneurysm in patients aged 79 years or older
resulted in an acceptable 30-day mortality rate, a 48% mean
5-year survival rate, and a 7% incidence rate of neurologic
deficits.
Compared with our previous reports of a 14% 30-day
mortality rate for all consecutive patients who undergo
Table III. Univariate analysis of risk factors for neurologic deficits in patients aged 79 years or older after
thoracoabdominal aortic aneurysm repair
Variable No. patients
No. neurologic
deficits Odds ratio* 95% CI† P value‡
All patients 56 (100%) 4 (7.1%)
Age (y)
79-80 14 (25.0%) 0 (0.0%) 1.61 1.01-2.56 .23
81-82 14 (25.0%) 0 (0.0%) (.05)
83-84 14 (25.0%) 2 (14.3%)
85-88 14 (25.0%) 2 (14.3%)
Female 24 (42.9%) 1 (4.2%) 0.42 0.04-4.31 .62
Male 32 (57.1%) 3 (9.4%) 1
Emergency 8 (12.5%) 1 (12.5%) 2.14 0.20-23.6 .47
Otherwise 48 (6.3%) 3 (6.3%) 1
CHF 3 (5.4%) 1 (33.3%) 8.33 0.58-120.1 .21
Otherwise 53 (94.6%) 3 (5.6%) 1
Diabetes 5 (8.9%) 0 (0.0%) 0.96 0.05-20.31 1.0
Otherwise 51 (91.1%) 4 (7.8%) 1
TAAAI 14 (25.0%) 1 (7.1%) 1.00 0.10-10.47 1.0
Otherwise 42 (75.0%) 3 (7.1%) 1
TAAAII 8 (14.3%) 1 (12.5%) 2.14 0.19-23.6 .47
Otherwise 48 (85.7%) 3 (6.3%) 1
TAAAIII 5 (8.9%) 1 (20.0%) 4.0 0.33-47.9 .32
Otherwise 51 (91.1%) 3 (5.9%) 1
TAAAIV 7 (12.5%) 1 (14.3%) 2.55 0.22-28.67 .42
Otherwise 49 (87.5%) 3 (6.1%) 1
TAAAV 6 (10.7%) 0 (0.0%) 0.79* 0.04-16.53 1.0
Otherwise 50 (89.3%) 4 (8.0%) 1
Descending 16 (28.5%) 0 (0.0%) 0.25 0.02-4.83 .31
Otherwise 40 (71.5%) 4 (10.0%) 1
Clamp time (min)
19-25 14 (25.0%) 0 (0.0%) 1.02 0.95-1.10 .54
26-35 14 (25.0%) 1 (7.1%) (.56)
36-46 14 (25.0%) 2 (14.3%)
47-71 14 (25.0%) 1 (7.1%)
Adjunct§ 33 (58.9%) 2 (6.1%) 0.68 0.09-5.19 1.0
Otherwise 23 (41.1%) 2 (8.7%) 1
Odds ratio computed with logit method with zero-cell correction.
Thoracoabdominal aortic aneurysm classification is shown in Fig 1.
*For dichotomous variables, odds ratio represents test against reference category whose referent odds ratio is equal to 1. For continuous data, odds ratio refers
to increase in odds associated with 1-unit increase in variable value. Although continuous data are presented in quartiles, odds ratios are against continuous
variable.
†95% CI reflects units against which its companion odds ratio is computed. CIs are test based.
‡P  probability of type I statistical error (common P value). Values without parentheses are Pearson 2 probabilities. Probability values in parentheses are
univariate logistic regression likelihood ratio P values.
§Adjunct refers to combined use of distal aortic perfusion and CSF drainage.
CHF, Congestive heart failure; TAAA, thoracoabdominal aortic aneurysm.
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repair of thoracoabdominal and descending thoracic aortic
aneurysm,15,22 surgery in the patients 79 years of age or
older is associated with a higher mortality rate. Similar to
the results of this study, however, a 30-day mortality rate of
21% with a mean 5-year survival rate of 61% was reported in
a recent study of 261 patients aged 70 years or older after
repair of thoracic aortic aneurysm.23 Because of the small
sample size for evaluation of mortality, we combined vari-
ables into a “high-risk” category to get some traction on
risk in this small group. The criteria for high risk were
derived from univariate analysis and were both empirically
associated with higher mortality and biologically plausible.
In particular, our study showed a significantly increased
mortality rate in the elderly patients at high risk, with
emergency presentation, congestive heart failure, or diabe-
tes, compared with patients without these risk factors (50%
versus 17%, respectively). In this study and in others, the
survival rate was expectedly dismal for patients who under-
went emergency repair.5-8,23 This finding would support
the argument in favor of elective repair of thoracoabdomi-
nal aortic aneurysm to avoid the higher operative risks
associated with emergency presentation. Furthermore, a
higher aneurysm rupture rate has been associated with
increasing age.9-12 Repair of thoracoabdominal aortic an-
eurysms should perhaps be undertaken expeditiously when
discovered to circumvent the higher risk of rupture and
morbidity with increasing age.
Because of the small sample size and the low incidence
rate of neurologic deficit (7%), we were unable to show
beneficial effects with the use of adjuncts in this study.
However, we continue to believe that the combination of
distal aortic perfusion and CSF drainage is beneficial in
unloading the heart and protecting the spinal
cord.14,15,19,24 The incidence rate of postoperative cardiac,
pulmonary, and renal complications in our elderly patients
is similar to that in our previous reports.15,22,25,26 Our
patient selection for repair of thoracoabdominal and de-
scending thoracic aortic aneurysm in elderly patients did
not significantly differ from our usual approach, as the
patient preoperative characteristics are similar with the
comparable number of concurrent medical prob-
lems.15,22,25,26 The median length of hospital stay in this
study was 16 days, a finding similar to recent reports on
length of stay in consecutive patients after repair of thora-
coabdominal and descending thoracic aortic aneu-
rysm.22,27 In the current era of widespread cost cutting,
this length of stay, when compared with younger patients,
suggests that thoracoabdominal and descending thoracic
aortic aneurysm surgery in this selective group of elderly
patients does not incur increased acute hospital care costs.
During the study period, we offered surgical repair to all
patients with thoracoabdominal and descending thoracic
aortic aneurysm of 5 cm or greater regardless of age and
medical condition. For older patients with a history of
congestive heart failure, diabetes, or emergency presenta-
tion, the decision for surgical repair of thoracoabdominal
or descending thoracic aortic aneurysm should be carefully
weighed against the higher operative risks.
Fig 2. Kaplan-Meier cumulative 5-year actuarial survival curve in patients aged 79 years or older, after thoracoab-
dominal and descending thoracic aortic aneurysm repair.
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As the population ages, more elderly patients can be
expected to present for aneurysm repair. In the United
States, the life expectancy of an 80-year-old man is esti-
mated to be more than 8 years.28 We have shown that
thoracoabdominal aortic aneurysm repair in elderly patients
can be undertaken with acceptable outcome, provided that
these patients are selected appropriately. Limitations of this
study include the small sample size, the lack of data on the
quality of life of the patients with or without surgical repair,
and the missing data on the survival outcome of patients
who declined surgery. Future research should focus on the
development of strategies to reduce mortality and morbid-
ity in the elderly patients who undergo thoracoabdominal
aortic aneurysm surgery.
We thank Amy Wirtz Newland for her editorial assis-
tance.
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DISCUSSION
Dr Spence M. Taylor (Greenville, SC). I rise to congratulate
Dr Huynh from Houston who has not only given a nice presenta-
tion but has submitted an outstanding manuscript which I have
read. She, Dr Safi, and her associates have raised the bar for the
treatment of thoracoabdominal aortic aneurysms and descending
thoracic aneurysms by reporting this remarkable experience for the
treatment of the formidable problem in a group of patients 79 years
and older.
They report a 30-day mortality of 25% regardless of whether
the presentation was elective or emergent in contrast to a previous
series where Dr Safi reported an overall mortality of 14% regardless
of age. As well, they report a paraplegia risk of 7%, a renal failure
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risk of 30%, a stroke risk of 9%, and a 5-year actuarial survival of
48% for the study group.
They conclude that thoracoabdominal aneurysm can be un-
dertaken with acceptable morbidity and mortality in appropriately
selected patients.
These results represent outcomes that are attainable when an
80-year-old person has a thoracoabdominal aortic aneurysm repair
arguably by the best thoracoabdominal surgeon in the world.
While the series is truly remarkable, I am confused about the
applicability of these data. If Dr Safi loses one out of four patients
age 79 or older after thoracoabdominal aortic aneurysm repair,
then what should the average vascular surgeon expect in terms of
outcomes? What should we tell our 80-year-olds that present to
our clinics with thoracoabdominal aortic aneurysms? Should we
advise repair given that the average life span of an 80-year-old in
our country is between 7 and 9 years and that the actuarial survival
of patients undergoing repair at your institution is 48% at 5 years?
Might it be more advisable to suggest that the individual “take his
chances” if indeed one had a 5-cm to 6-cm thoracoabdominal
aortic aneurysm and no practical way to get to Houston? I suspect
that a prospective comparative trial of expectant treatment versus
surgical treatment in the “average” vascular center may bare this
out. Dr Huynh, I would be interested in your thoughts.
Also, along the same lines, you conclude that thoracoabdomi-
nal aortic aneurysm can be done with acceptable morbidity and
mortality, and while I believe you have shown this, my question to
you is, do you advocate repair in all 80-year-olds who present with
thoracoabdominal aortic aneurysm?
This of course opens the all-important “can of worms” of
patient selection. Clearly, vascular surgery today has increasingly
required proficiency in the art of fortune telling. The art of course
is to operate only on people who are going to do well, the ones you
are going to help, and to avoid the patients who are going to do
poorly. We in Greenville have yet to completely perfect this art.
Can you help us with this? Which 80-year-olds in Houston receive
surgery and which do not? What do patients who do not receive
surgery look like? All 80-year-olds are not created equal, even when
they are objectively similar on paper. Who get an operation and
who gets turned down?
Again, I congratulate you on a well-written manuscript and
your outstanding results. It is a privilege and a pleasure to open
discussion of this paper. Thanks.
Dr Tam T. T. Huynh. Thank you very much, Dr Taylor, for
your kind comments and insightful questions. The key to success-
ful repair of thoracoabdominal aortic aneurysm in patients aged 80
years or older is careful patient selection. What we have shown is
that high-risk patients do much worse than low-risk patients. We
defined the so-called high-risk patients as patients with emergency
presentation, congestive heart failure, or diabetes. The mortality
rate for this group of high-risk patients undergoing thoracoab-
dominal aortic aneurysm repair was 50%. In contrast, the mortality
rate for patients without any of these three factors was 17%, which
is really comparable to the only two other published series of TAA
repair in octogenarians.
From studies on the natural history of thoracoabdominal
aortic aneurysms, we have learned that the risk of rupture is
associated with both increased size of the aneurysm and increasing
age. The long-term survival of patients with thoracoabdominal
aortic aneurysm without surgery is dismal, and most of them die of
rupture.
For the octogenarian patients with thoracoabdominal aortic
aneurysm, a thorough preoperative evaluation is imperative.
Asymptomatic patients with a large aneurysm and no history of
diabetes or congestive heart failure deserve surgical consideration.
On the other hand, for the high-risk patients with emergency
presentation, diabetes, or congestive heart failure, a candid discus-
sion of the high risk involved should take place between the
surgeon and the patient and his/her family. Although objective
criteria are helpful in risk stratification, surgical treatment should
be individualized.
All in all, octogenarians made up 6% of our patients with
thoracoabdominal aortic aneurysms. Surgical repair for the low-
risk octogenarians was met with acceptable neurologic and survival
outcome, similar to our previously reported results regardless of
age.
Dr James Seeger (Gainesville, Fla). Just a quick question. At
this forum last year, we reported the fuctional outcome at 1 year of
patients undergoing thoracoabdominal aneurysm repair, not only
mortality but functional outcome. I wonder if you have any similar
information from your study to help us with patient selection for
this complex and morbid procedure because to me if the patient
survives thoracoabdominal aortic aneurysm repair only to go to a
nursing home, it is of no benefit at all to the patient. We also found
age over 75 to predict who was likely to be in that group who either
died or ended up in the nursing home, and in the elective patients
in our series, about a third of them ended up that way. Did you
look at similar outcomes in your patients?
Dr Huynh. Thank you, Dr Seeger. We are indeed looking at
the quality of life in our patients with thoracoabdominal aortic
aneurysm following surgery. Unfortunately, I cannot give you an
answer with regard to their functional outcome at this point, but it
is an endpoint that will be reported once the study is completed.
However, I can report that the long-term survival of our octoge-
narian patients is similar to that of our previously published re-
ported regardless of age.
JOURNAL OF VASCULAR SURGERY
Volume 36, Number 3 Huynh et al 475
